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LIST OF ITEMS IN THE

APPLICATION PACKET

The fallowing items are contained in the application
packet which you have received:

1. Cover Memorandum

2. Application for participation in the IHS Scholar-
ship Program {Form IHS-858)

3. Applicant Information—Instruction Booklet
{1999-2000 Awards)

4. Return Envelope

5. Indian Health Scholarship Program Contract
{Form IHS-818)

6. Envelope — for Indian Documentation

The back cover of Application Information— Instruc-
tion Booklet consists of:

1. Posteard for Acknowledgment of Receipt of
Application (Form IHS-B16)
Enter your name and address on the front of the
acknowledgment postcard and submit it along
with your application. This card will be mailed
back to you within 4 weeks of recsipt of your
application and should be retained in your records.

Z. Change of Address Card (Form IHS-816).
Retain this card for possible future use. Should
yvour address change, complete the card with
the new address and raturn it to the scholarship
program.

If any of these items are missing, contact the IHS
Scholarship Area Coordinator or the Grants Manage-
ment Branch immediately.

POWER-OF-ATTORNEY

If you are submitting and executing an application
on behalf of a person from whom you have been

granted Power-of-Attorney, it Is mandatory that a

copy of the agreement granting Power-of-Attorney
be submitted with the application materials.

GENERAL DIRECTIONS
APPLICATION

All applicants Must Sign Page 12 of the “"APPLICA-
TION FOR PARTICIPATION IN: THE INDIAN
HEALTH SERVICE SCHOLARSHIP PROGRAMS™
Below “SECTION F: CERTIFICATION" Whers it
states “"SIGN YOUR FULL NAME IN INK AND
DATE". FAILURE TO SIGN PAGE 12 OF THE
APPLICATION WILL RESULT IN YOUR APPLICA-
TION NOT BEING COMSIDERED.

Do not make any entries on the application until
you have read the directions. Errors of omissions on

15

the form will delay or prevent the processing of
your application.

Use a MNo. 2 lead pencil for all entries. Sign your
name in ink under Section D, "CERTIFICATION
SIGNATURE.”

DIRECTIONS FOR COMPLETING THE APPLICATION

(Instructions are given only for selected items on
the application.)

Front page: blacken appropriate academic year.
SECTION A: GENERAL INFORMATION
Saction A-1. Disclpline or prerequisite track:

Write in the name of your program, then enter the alpha
eode comesponding to this program. ¥ your progrsm i nor
iisted on pagas 3, 4, and 5, you are not eligibls for an IH5
Scholarship.

Haalth Professions Prapartsory: MPH Magters Public Health
PAC Preaccounting {MPHI)
PDl  Pradiatatics MSM  Nursa with minimum
FT Premedical Tachnology of a Masters Dagres
FNLU  Franursa MM Nurse Midwife
PPH Prapharmacy NP Murse Practitioner
FSW Pre Soclal Wark {RMNA ar FNP)
FPT  Pra Physical Therapist ADN  Associate Degres
Mursa
:D.;“h:::;::::. Prograduute: MU Murse with minlmum
PMD Pramedicing of a Baccalaureate
Degras in Mursing
Health Frotessions Scholarship: (BSN
ACC  Asscounting, B.5, OPT  Optometrist
ADS  Chemical Depandancy Pl Physician'e Assistant
Counsaling PH Pharmacist
BS  Business Administration FHMN  Public Haalth
CP  Clinical Psychologist Mutritionist
CSC  Computer Scienco POD Podiatrist
0D Dentist PT Physizal Tharapist
o Dietician AT Respiratory Therapist
00 Physician, Osteopathy SN Social Worker (Madicall
HE  Health Educator ¥RAY  X-Ray Tecnology
HRC  Health Recerds (Radiology)
MBA  Business Adminlstration SON  Ulrasonagrapher
MD  Physician, Allopathy POT Pereoptomatrice
MODT  Madical Technology
CODE

For exampla, if you ara pursuing a Nursing
dagrea (BEM), you would enter: NTJ

Mama of degreaprogm: W U R B L N G

DesaRIRSaSElREECaDoBERE8RSeC

CERSESENERESSeR0RODRESRBBEE0
CERHS2S008ELSEE0ROORE0RBBEE0




print

your last name only in the first set

Willlam John Rogers-Smith

Print your last name, hrst neme, snd middles name in the two sets
of boxes provided. Begin in the first box of sach eat and

of boxes. In the column below each box, blacken the circle that
cormasponds to the leter, symbod, or empty box. Ba sure to

of bowes and your first and middle name only In the second set
blacken & circla on every column.,
EXAMPLE OF LAST NAME:

Saction A-2. Full Name:

only one letter par box. Print

:.a@@@@@@@@@@@@9@@@@@@@@@@@@@@
.ne@@@@@@@am@@aa@@@@@@@mg@ame
“loerreeneeneereeeneee0ereeran
0PeeEErEEE000EEeEREPR0E00E0
“100000e00e060e0ee0ee0000R000
_.o@@@@@@@@o@@ma@@mmeema@amema
|00000006000000000000000600060
“|00Pee0ceROERAAEEEEEROOEBEORE
_|0000000000000000000000000000
0000000000600000000000EEIORR0
.oma@@mma@mmm@&@@@@@mmeaemmaa_
T/00000000000000EA0RO00OEERA0
(1-|00000000E0000000EEOO8000EO60
ﬂ:0@@@@@@@@-@@@9@@@@@@@@@@@@@@
mwD@@@@@@@@m@@m-@@@@@@mm@a@@@a
I-D@@@@@@@@@@@@@@@@@@tm@aaa@me
[ 1]ce6ee00e00060006600606600000000
NOPEEE00E000E00PE0REe00080000
OEEEERCERONEEOAIRAOAEOERRER0
DEEEEICEROEEOEREEEREOEAPEEA0
H|OCEEEEONONAECEIREERAROEADRAAAN
SlOCEEEAOEEROIECECIOEEAREORERA0
> |0REEEE0REI0NCERECEeEEECDEAAN

LAST NAME ONLY (Firmt and Middis Namas sre on page 31
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naw
%1
be used.

In the column that extends befow eech box, bleckean tha circla

ona
may
that corresponds to the number, symbel, or empty box, It is

in thiz grid.}
1254 % Fast-Weset Streat

FIRST LINE OF STREET ADORESS QNLY Second line it an page 5).

/112[[3] ¢

Section A-3. Street Address. (Do not put city, siats, or zip code
important that the eddress you ghve I8 your curren! mailing

address.

EXAMFLE OF FIRST LINE OF

STREET ADDRESS:

OREOOLOEEO0IRINEREOOPEEN0EOREE00O00
COPROI0LN0NE0NNPPEPRPEOEOOCEEEEEE0BE00
OCPO0eeNPELER0PRE0RPRDIOPEDEE0REEE0E00
O00OLERONPROOCNE0R DR EROEE0NE00E00000
OPOLEEOPCELPEPOOOePERAOEHR0EE0000000
0POEEEOERNOPLIREOEOeOOEEROUO0EO00E00000
00C0OPORPONRONRPORONOPOPOREEDOE0EEEBEN0
0OPOEROPRONEHPEOROOeCONLOUPOEO00000000
000000 NOPORE0OROPRO00DO00E0000E0R000 00
COPPOeDOPOREONAEPPOPOSOPENER0OOOEDOBBO0
OPPOOEHOOONOOODIPDPOROLOeR0E0OE0EOO60 00
OPOOEOOOOORNORNICENPEODDENEEO00000B00080
COPOEO0NE0AODNNNEOL800PROHP0OE00000000
COOEOOOLEOOOPPEE00Ee0DE0E0T00060000060d
08P EEeOOPPOOLPEROPEOOPDOLOLPORNEHROBB00
000008000000000000P00REROEHOEEE00000000)
0000PRCNOORNONPO0ENNORDDROERO0AOOEE0Oe 00
OCOPEENOPEOAPORPDEPEOOOO00HLCe00EE00800
0900e00PO00ROPPENOPNCONDIOHDO0I0000000e
OPEEOROPOOOPLPOROOOD0PODPOEOe0e00008000
#00OPOCRRO0NEPNEODRPROEDIDOHIE0O000E00
OPOCEOONEOEOOPNEPONEDRO OO0 0000000
000000000 PRREEP0RPOODOPOOHODE0E0CHEG0
OPCEPOOOOEELOEENENOCEOHEEHOO000000000
COOPOLOOPOOODPOEOOOOOOODEOFOeOOODOOOOOT

WMD@@@@@@@@@@@@@@@@@@@@@@@@@&@m@@@@@@@@e@
"
O
| .
%)

ANSIEISITIEISG

=

[

Buginning in the first box, print the eddress where you
receive mail, one numbar or leTier par box. Leave

betwean the parts of your address. Abbravistions
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stlon A-4-d

cken the 2-digit code for the IHS area office where you
submitting your application.

stion A-B. Soclal Security Number:

plicants who are selected to the Scholarship Program will
reguired to furnish their Sccial Security Number for the
rment of their stipend for Federal tax purposes. (See

sacy Act Motification Statement on page iv.) The number
Jged for identification purposes only; no sums ara

hheld from stipend payment for participation in the Social
surity Retirement System (FICA). Applicants without a
sal Seourity Number should make immeadiate sfforts to
ain ona by calling thair local office of tha Social Sscurity
ministration,

ctlon A-8
wide official evidence of tribal membership as follows:

i. It you ara & mambar of a Federally recognized tribe
{recognized by the Sacretary of Interior), provide
evidence of membership such as:

1) Certiflcation of tribal snrollment by the Secretary of
Intarior, acting through the Bursau of Indian Aftairs
(BIA Certification: Farm 4432 - Category A or D,
whicheavar Iz applicabla; ar

2

In the absence of BlIA certification, decumentation
that you meet regquirements of tribal membership as
prescribed by the charter, erticles of incorporation or
other legal instrument of the tribe and have been
officially designated as a tribal member as evi-
denced by an sccompanying document signed by an
authorized tribal official, or

3} Other evidence of tribal membership satisfactory to
the Secretary of Interior,

i, If you are a8 mambar of a triba terminated since 1940
or a Stats racognized tribs, provida official decumanta-
tlon that you mest the requirements of tribal mamber-
thip ss prescribed by the charter, articles of incorporat-
ing or othar legal instrument of the tribe and have bean
officially designsted sz s tribal member sz evidence by
an accompanying document signed by an authorized
tribal official; or other evidence, estiefactory to tha
Sacratary of Interior, that you are a member of the
tribe. In addition, if the terminated or State recegnized
tribe of which you are 8 member is not on a list of
such tribes publisted by the Secretary of Interior in the
Fedaral Register, you must submit an official signed
document that the tribe has been terminated since
1940 of s recognized by the state in which the tribe is
located in accordance with the law of that state.

>. If you are not a tribal member but are a natural child or
grandchild of a tribal mamber, you must submit (1)
evidence of thet fect, e.g., your birth certificate snd/or
your paramt’'s birth certificate showing name of tribal
mambar, and (2} evidence of your perent’s or
grandparent’s tribal membership in accordance with
paragraphs & and B. The relationship to the tribal
membar must be cleerly documented.

NOTE: ¥ you mest the criteria of B or C you are sligible
only for the Praparatory of Pragradusts Schalarshipe.

etion A-13. Conflicting Service Obligation:

udents already obligated to a State or other entity for
sfessional practice after academic tralning should not
ply far IHS Schalarship awards unless they have ascer-
ned that there is no potential conflict in fulfilling tha
rvice obligation to the State or other antity and to tha
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Schaolarship Pragram, and that the Scholarship Program
service will bo served first.

If you are obligeted to practice under another program, read
the terms of your agresmant caratully. Many agraameants
will @nable you to serve the IHS Scholarship obligation first.
If s0. there is no conflict, end vou should blackan tha
answer “ne” and submit with your spplication a written
statament of non-conflict from the other program.

Scholarship recipients not immediately available after
suthorized defarmarts to fulfill tha Scholarship zervice
whbligation are in breach of their Scholarship Program
contracts described in this Information Booklsr.

Sectlon A-14 Future Bpecislty Intarest

Family Practice ................ FP General Psychiatry ....... GPSY
Internal Medicing .......cc... INT Child Peychiatry .......... CPSY
Padiatrics ........ccccccciceinee. PED Emargancy Madicing ... EM

Obstatrice/Gynacalogy ..... 0BGYN  General Surgery .......... GEUR

Write the name of your specialty interest in the block and
enter alpha code. |f you have no specialty preferance st
prasent, enter the word UNKNOWMN in the block and blacken
unknown in the specialty code blocks.

NOTE: All residencies requira prior approval.

Section A-15. Permanent RAsciplent Addrass

Indicata the PERMAMNENT address at which you may be
contactad during the period of the scholarship award. This
should ba the addrass of a parent, relative, or any other
address which will not changa.

It Is mandatory thet epproved schelership applicents receive
manthly stipend payments via bank direct deposit. Stipsnd
payments are slectronically deposited in your bank account
on ar bafora the first day of the month. Contact your bank
to obtain and complete correctly the direct deposit form
which must be submitted to tha IHS,

You must obtain a post office box in the city where you will
live while attending school. ALL correspondence issued to
you during the first year of the scholarship will be sent to
this post office box. You will receive 336 to cover the cost
of your post office box rental.

Aftar you have arranged for direct deposit or 8 post office
box, you must submit the “Verification of Acceptance or
Decline of Award” form. This form is Attachment VI in tha
application booklet. Send form to the IHS, Grantz Menege-
ment Branch, Suite 100, 12300 Twinbrook Parkway,
Rockville, Maryland 20862,

DIRECT DEPOSIT INFORMATION WILL NOT BE CHANGED
DURING THE ENTIRE FIRST YEAR OF SCHOLARSHIP
FUNDING. You will nor be allowed to changs banks unlass
you change schools and relocate to another city. This
assures that no matter where or how many times you move
there is one permanent location for you to receive your stipand,

Section A-16, Employee’s Withholding Allowance (Form W-3)

Schalarghip gtipand banafits pald are subject to Federal
income taxation. To comply with tax withholding require-
mants in the avent you are selectad, you must complste the
W-4 Form included in your application packet. If you do not
wizsh tax withheld from your momnthly stipend check, you
should claim exempt on the W-4 form and do not flll in A-14
itern b. After you have completed Form 'W-4, fill out the
information requiested in Section A-16 of the application.

If you have questions regarding the Form W-4, contact your
local Intarmal raveanua Service office.




COMPLETION OF SUPPLEMENTAL FORMS
(Plsase sae booklet)

PART I

Attachment 1 - Course Curriculum Vaerification

For students in all three scholarship programs who
are changing to the Health Professions Preparatory
program, fill in your name, social security number,
and career category and indicate the section appli-
cable to you. Identify all courses you plan to take
each semester or gquarter by specific course number,
credit hours, and course title. Your college advisor
Or counselor must sign this form, indicate their cor-
rect title, and date the form. Your advisor or coun-
selor should return the form directly to you so you
may include it to be submitted with your appli-
cation.

Attachment Il - Faculty/Employer
Evaluation Forms (2)

Provide two (2] completed Faculty/Employer Forms.
These evaluations will be used as part of your
rating. Arrange to pick up the completed forms
yourself to include in your application so that all
requirad documents are present to make your appli-
cation complete. DO NOT SEND LETTERS OF
RECOMMENDATION IN LIEU OF THIS FORM. This
attachment Is subject to a statement of conflict of
intarast,

Artachment lil - Reasons for Requesting Scholarship

Each applicant must provide a brief written explana-
tion of his/her reason for asking for the scholarship
and of his/her career goals. It is important that this
narrative is written with good grammar, clarity and
organization. It will be used as part of your rating.
Type or print narrative legibly so it may be read.
You will not be rated on material that cannot be
raad.

Artachment IV - Delinguent Federal Debt Form
Each applicant must complete and forward this
sheet with the application and reguired documents.
Attachment V - Work Expariance - Optional

To be considered for a scholarship for a Masters In
Public Health, you must have a degree in a health
related discipline and be accepted into an MPH

program.
Attachment VI - Verification of Acceptance or
Decline of Award

Do not mail this form with your application. Retain
and mail to the IHS Grants Management Branch
only if notified of an offer of & scholarship award.

Attachmeant VIl - Form W-4

All applicants must complete and forward this form
with the application.
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PART Ill - Application Checklist

All applicants must complete and forward this
checklist with the application. Place a checkmark in
the box under the STUDENT Column for those
items applicable to your application. Indicate N/A for
any items not specifically applicable ta you.

PART IV - Application Receipt Card (IH5-815)

ADDITIONAL DOCUMENTS REQUIRED
WITH APPLICATION

Each of the documents listed below must be
raceived with your application on April 1, 1999,
Incomplet or late applications will not be consid-
ered for funding.

DOCUMENTATION FOR INDIAN ELIGIBILITY —
See Section A-9, page 18 herein.

OFFICIAL TRANSCRIPT —

You must submit an official transcript for all course
waork taken during the Fall and/or Winter, 1998-
1898, semester/quarters. It is important that you
submit all transcripts.

Provide one original OFFICIAL TRANSCRIPT from
each college university you have attended. Official
Transcript means the institutional seal and/or the
signature of the registrar MUST be present. If vou
have not attended a college or university, submit
official transcripts from your high school. If you did
not graduate from high school, submit a copy of an
official document which verifies high school equiv-
alency. The cumulative grade point average will be
determined from the official transcript{s). The GPA
is one of the factors included in your final applica-
tion rating.

EVIDENCE OF ACCEPTANCE TO SCHOOL—

It you are a new applicant or if you are changing
from the Health Professions Preparatory or Pra-
graduate Scholarship to a Health Professions Pro-
gram, changing career categories, or changing
schools, you must submit a copy of a letter of
acceptance or admission fram the school. In the
absence of a letter of acceptance from the school,
a letter from the school which indicates that you
have applied for admission and the date formal ac-
ceptance will be given will be acceptabla. However,
if you submit a letter verifying your application,
you MUST follow-up with evidence of official accep-
tance by the school no later that June 1, 1999, for
yvour scholarship application to be funded. All new
applicants must submit a letter of acceptance or
admission from the school they will be attending.
This letter is to be submitted with the application.




NOTE: SPECIAL INSTRUCTIONS
Health Professions Preparatory Applicants—

You must submit verification that the courses or
curriculum are required to meet your educational
deficiency or is preparatory for acceptance into a
health program and that the educational program
represents a full-time course load or at least six
cradit hours for part-tima studenta (Attachmeant
1y.

Health Professions Pregraduate Applicants—

¥ou must submit verification that the curriculum for
which you will enroll will lead to a bachelor's degree
and will prepare you for acceptance into a school of
medicine or dentistry upon its completion; a part-
time course must be a8 minimum of six credit hours
iAttachment M),

Haalth Professions Applicants—

You must submit evidence of acceptance into the
specified health professions educational program for
which you are reguesting scholarship support, e.g.
nursing, medicine, etc. A letter of general admission
to a school will not be acceptable and will cause
your application to be considered incomplete.
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Documentation must be recelved from part-time
applicants that their school and coursa curriculum
allows less than full-time status. A part-time curri-
culum must be a minimum of six cradit hours.

Instructions for Scholarship Contract—
fform IH5-818) Completed by Health Professfons
Applicants

This contract is applicable to Health Profession
scholarship applicants only. READ THE CONTRACT
CAREFULLY.

Your obligations are defined in Section B - Obliga-
tions of the Applicant.

You may be liable for breach of contract if you fail
to maintain an acceptable level of academic stand-
ing in course studies, or fail to begin or complete
obligated service under the contract. See IHS
Scholarship Program Contract: Section C - Breach of
Schaolarship Contract.

Sign and date the contract. Retumn the first 4
coples, keep the 5th copy which has “Sample’ im-
printed on it for your records. A copy of your offi-
cial signed contract will be mailed to you after the
Secretary has signed.



ATTACHMENT |

[REFRATMENT COF HEALTH AND HUMIN SERACER FORW APPROVED.
PLBLIC HEALTH SEFPACE: M dpproval Ko 08170002
INDWAN HEALTH SEMACE Exp. Dali: 47305001

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM i
COURSE CURRICULUM VERIFICATION

ETUDENT'S NAME SOCIAL SECUAITY NUMBER

REGARDING CAREER CATEGORY

{Check ane LI HEALTH PROFESSIONS PREGRADUATE —Section 103 (b)(2)
L] HEALTH PROFESSIONS PREPARATORY — Section 103 (b)(1)
L1 HEALTH PROFESSIONS —Section 104

THIS FORM MUST BE SIGNED BY THE APPROPRIATE COLLEGE OR UNIVERSITY OFFICIAL

This verifies that the individual referenced above has applied for admission or is enrolled at (Name of

College/

University) for the academic year 1998-2000.
He/She will be enrolled in either a full-time or part-time (circle one) undergraduate curriculum leading to a
bachelor's degree in premedicine; or a preparatory curriculum which fulfills the requirement for admission into
his’herchosen health program of ; or the student is enrolled in a health
professional program that is eligible for funding under this scholarship program. The individual will be enrolled/or
is anticipated to be enrolled in the following courses commencing Fall 1999.

SEMESTER | OR QUARTER | TOTAL 8/Q | HOURS:
COURSE NUMBER CREDIT HOURS COURSE TITLE

SEMESTER Il OR QUARTER I TOTAL S/Q Il HOURS: ____
COURSE NUMBER CREDIT HOURS COURSE TITLE

QUARTER il TOTAL Q Il HOURS: _____
COURSE NUMBER CREDIT HOURS COURSE TITLE

DATE




ATTACHMENT | (Continued)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collection of information |s astimated to average 42 min-
utes per response including time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. An agency may not conduct or sponsor, and a8 person is not required to
respond to, a collection of information unless it display a currently valid OMB control
number. Send commeants regarding this burden astimate or any other aspect of this collec-
tion of information, including suggestions for reducing this burden, to: IHS Reports Clear-
ance Officer, 12300 Twinbrook Parkway, Suite 450, Rockville, MD 20852-1006, ATTM:
PRA (0817-0006). Do not return the completed form to this address.
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ATTACHMENT 1l

DEFARTMENT OF MEALTH AND HUMAN SFICES

FORM APPRIVID:
IFUIRLIC HEALTH SEFVICE OME Appuavel e 00170008
INDAAN HEALTH SERVICE Exg, Datec 430VD001

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM e R T S
FACULTY/EMPLOYER EVALUATION

STUDENT'S MAME SOOAL EECURMY NUMBER

REGARDING CAREER CATEGORT

The student identified above is applying to receive an Indian Health Service {(IH3) Scholarship. The information on this
form is requested pursuant to Section 751-756 of the Public Health Service Act, as amended, and applicable program
regulations which provide that, in evaluating and selecting individuals for scholarships, consideration will be given to
faculty or employer recommendations.

malnmmﬁnnpmvmudunmhbmbstmatedmmnﬁdenﬁalwmaycrﬂybedhcbaudumﬂdamaﬂﬂpmmmﬂul
Health and Human Services in accordance with provisions of the Privacy Act of 1974 (P.L. 93-579) and the terms and
conditions of the applicable Privacy Act Notice published by the Department in the Federal Register.

PLEASE RETURN COMPLETED FORM TO APPLICANT

1. How do you rate the educational/work achievement of this applicant?

5-0 4.0 2-0 2-1] 0-1]
OUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE FOOR

2. How do you rate the applicant’s relationships with other people?
Consider such things as ability to work and get along with others.

5-0 4.0 3-0 2-1 0-[l
OUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE POOR

3. Basaed on this applicant’s personal, emotional, ethical attributes, how do you rate his/her over-all potential for
the practice of primary health care, especially in a health manpowar shortage area?

5-0 4.0 3-01 2-0 0-C
OUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE POOR

Please provide written comments:

Type of work:
Length of time known:

Statement of Conflict of interest: | certify | am not related to applicant by blood or marriage.

NAME (Print or type) SIGNATURE DATE
TITLE OF POSITION PLACE OF EMPLOYMENT
H5-856-4 (1208

AT
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ATTACHMENT Il (Continued)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collection of information is estimated to average 60 min-
utes per response including tima for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and complating and reviewing the collection
of information. An agency may not conduct or sponsor, and a person is not required to
respond to, a collection of information unless it display a currently valld OMB control
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of information, including suggestions for reducing this burdsn, to: IHS Reports Clear-
ance Officar, 12300 Twinbrook Parkway, Suite 450, Rockville, MD 208562-1006, ATTN:
PRA (0917-0006). Do not return the complated form to this address.
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ATTACHMENT Il

DEPARTMENT OF HEALTH AND HUMAN BEFMCES FOR AR

PLIALIC HEALTH SERACE i
INDUAN HEALTH BERACE T Ty

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM 0 e g i
FACULTY/EMPLOYER EVALUATION

ETUDENT'S NAME SOCIAL BECURITY NUMBER

REGARDING  [careen catenoay

The student identified above is applying to recelve an Indian Health Service (IH5) Scholarship. The information on this
form is requested pursuant to Section 751-756 of the Public Health Service Act, as amended, and applicable
regulations which provide that, in evaluating and selecting Individuals for scholarships, consideration will be given to
faculty or employer recommendations.

The information prnvldadnnihisfunniﬁtrﬂﬂtﬂdasmndmualmdmaynnwhﬁdsmaduumidnlmmpummm
Health and Human Services in accordance with provisions of the Privacy Act of 1974 (P.L. 83-579) and the terms and
mﬂﬁﬂwuftnaapplhabhﬁhawmHmimpummmmampaaninmaFMHW.

PLEASE RETURN COMPLETED FORM TO APPLICANT

1. How do you rate the educational/work achievement of this applicant?

5-0 4-01 3-0 2-0 0-0O
OUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE POGR

2. How do you rate the applicant’s relationships with other people?
Consider such things as ability to work and get along with others.

9-0 4-0 3-0 2-0 0-0
QUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE POOR

3. Based on this applicant’s personal, emotional, ethical attributes, how do you rate his/mer over-all potential for
the practice of primary health care, especially in a health manpower shortage area?

5-0O0 4-0 3-0 2-0 0-0O0
OUTSTANDING ABOVE AVERAGE AVERAGE BELOW AVERAGE POOR

Please provide writtan comments:

Type of work:

Length of time known:

Statement of Conflict of Interest: | certify | am not related to applicant by blood or marriage.

MAME (Print or typa) SIGHNATURE DATE
TITLE OF POSITION PLACE OF EMPLOYMENT
IHE-Bsha (129 Lo
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ATTACHMENT Il (Continued)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collection of information is estimated to averaga 50 min-
utas par ragponsa including time for reviewing instructions, saarching sxisting data sourcas,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. An agency may not conduct or sponsor, and a person is not required to
respond to, a collaction of information unless it display a currantly valid OMB contral
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of information, including suggestions for reducing this burden, to: IHS Reports Claar-
ance Officer, 12300 Twinbrook Parkway, Suite 450, Rockville, MD 20852-1008, ATTN:
PRA {0817-0006). Do not return tha complated form to this addraes.

26



ATTACHMENT I

CEPANTHENT OF HEALTH AND HLIMAN SETRICES
(LB MEALTH SEFICE. FORM KPemgwi:
INDWH HEALTH SEFACE DRIE Approwad He 00178000
Evn, Dame 430700001

Sap Enreanid Avinige Burden Nime

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM o e
REASONS FOR REQUESTING SCHOLARSHIP ke

CAREER CATEGORY

APPLICANTS NAME

INDEAN HEALTH SERVICE OFFICE APPLYING THROUGH

SOCIAL SECUFITY NUMBER

Explain why you are requesting this scholarship **

State your career goals **

Explain how these goals will help to meet the health needs of the Indian people **

** If more space is required, use back of last page of application or full sheels, the same size as this page. Write on each sheet your
name and soclal securty number. Securely altach el sheets fo this application.

BETC

IHE-8565
(AEV, B
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ATTACHMENT Il (Continuad)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collection of information is estimated to average 45 min-
utes per response including time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. An agency may not conduct or sponsor, and a parson [ not reguired to
respond to, a collection of information unless it display a currently valid OMB control
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of information, including suggestions for reducing thiz burden, to: IHS Reports Claar-
ance Officer, 12300 Twinbrook Parkway, Suite 450, Rockville, MD 20852-1006, ATTN:
PRA (0217-0006). Do not return the completed form to this address.
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ATTACHMENT IV

y HIEM APFROVED
PRI HEALTH SERMICE M Appraval He. 097 70008
INDIAN HEALTH EEPMCE gLl

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM e e e s T
DELINQUENT FEDERAL DEBT FORM

(Required form)
APPLICANT'S MAME CAREER CATEGORY
SOCIAL SECURITY NUMBER - IMDIAN HEALTH SERVICE OFFICE APPLYING THROUGH

INSTRUCTIONS:

The applicant must complete and forward this sheet with the application and required documents. Please
check the appropriate box below. If the “Yes™ box Is checked, please provide an explanation in the space
provided.

Examples of Federal Debt include delinquent taxes, audit disallowances, guaranteed or direct student loans,
FHA loans, and other miscellaneous administrative debts. The definition of delinquency for the purposes of

direct and guaranteed loans are any loan(s) more than 31 days past due on a scheduled payment. Deferred
loans are not considered delinquent by the Indian Health Service.

ARE YOU DELINQUENT ON THE REPAYMENT OF ANY FEDERAL DEBT(S)?
O No O Yes
If your response was “Yes,” please provide an explanation in the space provided below. Explanation must
include name of Federal Agency (Debt), type (student loan, HUD Mortgage, etc.), telephone number and
name of contact person(s) handling debt, and account number if different from your SSN. You must also
provide a notarized power of attorney authorizing IHS Grants Management Branch personnel to inguire on
your debt. If authorization is not included, your application will not be considered for an award.

| ertify that the information given in this application is accurate and complete to the bast of my knowlsdge and balisf. | understand
that it may be investigated and that any wilfully false representation is sufficient cause for rejection of this application, or, if awarded
a Scholarship, that | am lable for repayment of all awarded funds and, further, that any false staternent herein may be subject to
penalties under U.S. code, Title 18, Section 1007,

APPLICANT'S SIGNATURE DATE

IHE-856-8 BARHTC
(REV. SRk
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ATTACHMENT IV (Continued)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collaction of information is estimated to average 8 minutas
per response including time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. An agency may not conduct or sponsor, and a person Is not reguired 1o
respond to, a collection of information unless it display a currently valid OMEB control
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of infarmation, including suggestions for reducing this burden, to: IHS Reports Claar-
ance Officer, 12300 Twinbrook Parkway, Suite 450, Rockvilla, MD 20862-1006, ATTN:
PRA (0917-000€}. Do not return the completed form to this address.
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ATTACHMENT V

FUBLIC HEALTH SERVICE FORM APRRINED:

IHERAN MELLTH SEFVICL merm
PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM e et drwage s T
PUBLIC HEALTH (MPH) ONLY (Optional)
RAME OF APPLICANT CURRENT CAREER GATEGORY
SOCIAL SECURITY NUMBEER ) INDUAN HEALTH SEFVICE OFFICE APPLYING THROUGH

HEALTH RELATED JOBS OR VOLUNTEER EHPE_HEHGE (BEGIN WITH MOST RECENT WORK EXPERIENCE)

A EXACT TITLE OF YOUR POSITION DATES EMPLOYED (Give Month & Year) Average & of Hrs. STATUS
FROM: T Worked par Weak PAID I Y al. ]
VOLUNTEER [ Yes O Nao
DESCRIPTION OF WORK (Briafly describe your specific duties, responsibillties and accompiishments in the position)
B. EXACT TITLE OF ¥YOUR POSITION DATES EMPLOYED (Give Month & Yoar) Average & of Hrs. BTATUS
FROM: TO: Worked par Weak PAID L[l ¥Yaa M Ha

VOLUNTEER [ Yas O Ne

'mwmmmmmmmmmmmm

C. EXACT TITLE OF YOUR POSITION DATES EMPLOYED [Give Month & Year] Average # of Hrs. STATUS
FROM: [#3 Worked par Waaak FAID O Yae 0 No
VOLUNTEER O Yes L1 Mo

mmwmmmmmmmmmmmMi

D. EXACT TITLE OF YOUR POSITION DATES EMPLOYED (Give Month & Yaar) Average # of Hra, STATUS
FROM; T Workad per Wk PAID 1 Yes O Ne
VOLUNTEER L[ Yes O Nao

m_wmmmmrmmmmmmﬁpmmw

E. EXACT TITLE OF ¥YOUR POSITION DATES EMPLOYED (G Month & Yoan Average # of Hrs. STATUS
FRO: T Worked par Weak PAID O Yes U Mo
VOLUNTEER [ Yes 7 No

mmwmmmﬂrmm,wmmWMhm

HE-856-7 LT
[REV. L)
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ATTACHMENT V [Continuad)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collaction of information is estimated to average 50 min-
utes per respense including time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection
of information. An agency may not conduct or sponsor, and a person is not required to
raspond to, a collection of information unless it display a currently valld OMB contral
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of information, including suggestions for reducing this burdan, to: IHS Reports Clear-
ance Officer, 12300 Twinbrook Parkway, Suite 450, Rockville, MD 20B52-1006, ATTN:
PRA (0917-0006]. Do not return the completed form to this address.
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ATTACHMENT VI

DEPARTMEWT (F HEALTH AMD HUMAN BEFIVICER TORM APPROVER;
PUBLIC HEALTH SERACE OV Apgssval Fio. D94 7008
IMLAN HEALTH SEFMCL Exp. Dartn: 4030001

Fan Eromated drecage Sorges Tith

PUBLIC LAW 94-437—TITLE | SCHOLARSHIP PROGRAM o Agponse 48 Revwrns S
VERIFICATION OF ACCEPTANCE OR DECLINE OF AWARD

RETAIN THIS ATTACHMENT UNTIL YOU ARE NOTIFIED OF YOUR
SELECTION AS A SCHOLARSHIP RECIPIENT.
DO NOT MAIL THIS FORM WITH YOUR APPLICATION SUBMISSION.

STUDENT'S NAME BOCIAL SECURITY NUMBER

REGARDING

INDIAN HEALTH SERVICE OFFICE APPLYING THROUGH

Please indicate your acceptance or decline of an Indian Health Service Scholarship award by checking the
appropriate space below. Scholarship award will not be Issued until this form is completed and returned.

O | accept the scholarship award for the 1999-2000 school year.
O | decline the scholarship award for the 1999-2000 school year.

If you accept the award, you must immediately arrange for a post office box to serve as your permanent
reciplent mailing address to which correspondence will be sent during the entire first year of scholarship

funding.
Please complete the following information.

[ I have arranged for the following post office box during the 1899-2000 school year:

POST OFFICE BOX NUMBER

CImy STATE 2P CODE

L1 Please note this iz a change of address

Complete this form and return immediately to:
Indian Health Service
Grants Management Branch
Division of Acquisition and Grants Operations
12300 Twinbrook Parkway, Suite 100
Rockville, Maryland 20852

If you have any questions, please contact your Area Scholarship
Coordinator.

RETAIN THIS ATTACHMENT UNTIL YOU ARE NOTIFIED OF YOUR
SELECTION AS A SCHOLARSHIP RECIPIENT.
DO NOT MAIL THIS FORM WITH YOUR APPLICATION SUBMISSION.

Signature: Date:

(RET. B
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ATTACHMENT VI (Continuad)

ESTIMATED AVERAGE BURDEN TIME PER RESPONSE

Public reporting burden for this collection of information is estimated to average 8§ minutes
per response including time for reviewing Instructions, searching existing data sources,
gathering and maintaining tha data neaded, and completing and reviewing the collection
of infarmation. An agency may not conduct or sponsor, and & person is not required to
respond to, a collection of information unless It display a currently valid OMB coentrol
number. Send comments regarding this burden estimate or any other aspect of this collec-
tion of information, including suggestions for reducing this burden, to: IHS Reports Clear-
ance Officer, 12300 Twinbrook Parkway, Suite 460, Rockville, MD 20852-10086, ATTN:
PRA (0917-0006). Do not return the completed form te this address.

34




Form W-4 (1999)

Purpose, Complete Form W-4 50 your employer
can withhold the comact Federal incoms tax
froim your pay. Bacsiss tay siustion may

Wﬁmwwmm
Exemption fram

If you are
wwm lines 1, 2, 3, 4, and 7,
and the ﬂmt%wum
expires February 16, 2000,

for 1

deductions, to Income, o
DWO-sarnern iwo-job Suations, al
WOTKSNSSE That . Ty will you figura
the numbear of mﬂl
sniitiad 10 claim. Howeyer, you may

Child tax snd sducstion credits. For
datalls on for thesa and
other cradits, see "L ks Withhokding
Correct for 19997 s

Two samers/two jobs. Il you have 3 warking
Spodisa of Mofe than ona job, figurs the wtal
number of alowances you are entitled 1o claim
on all jobis Lsing workshests from only ona
Form W-4. Your withholding will usually be mast
BCCUTELE when Al alowances are claimed on
the Form W-4 prapared for the highest paying
job and pero alowances are claimed for the

others,
Check m.?.m Farrm W-4
htmnﬁmﬁhl}.a Blnswﬂn::wuum

e ot i e o o et b P00 s o ) Corpates
withholding if (1) your Income axceads $700 and oo venif and o other especially  you used the Two-EarmerTwe-Job
gm&mwmwm qualifying . Sea lina E below, Worksheet and your samings excesd $150,000
parsan can cisim you as & dependant on their Romwage incesms. if you have & BTN mmﬁmeh1
R e, S : - 7 differs Irom that shown on your social security
Basic instructions. If you are not exempt, dividands, you should consider card, call 1-800-772-1213 frr & naw eacial
complate the Per Aliowances, Winrksheer. estimated tax payments using Form 1040-E5 sacurity card,
WA SlowanceS based o Ramzes VWS Y may cm aiionl
) Parsonal Allowances Workshaat
A Enter "1" for yourself if no one slse can claim you as a dependent , CH S B T ——
® You are single and have only one job: or
B Enter "17if; & You are marriad, have only one job, and your spouse does not work; o B oo
® Your wages from a second job or your spouse's wages (or the total of both) are $1.000 or less.

c Entar‘1'Mymmﬂm.3wmychnmammmrJﬂ-irymammarrisdmdhaueeiﬁmawmmgspmmm

mone than one job. (This may help you avoid having too Ftle tax withheld). . . B BN un o o omn i IS m—
D En’rernumherofﬂapendm{:ﬂmﬂ'ﬂnymrspﬂjﬂm‘yms&ﬁ}nuﬂlclﬂmmmlanrﬂum i I oD _______
E Enter *1% if you will file a5 head of household on your tax retum (see conditions under Head of household above) E
F Enter“l'!fynuluwHlna.st!E.ENMMNdmmwMMMHdeHWHWI PRl SR
G Child Tax Credit:  » If your total income will be between $20,000 and $50.000 ($23,000 and 363,000 if maried), enter *1* for each

Bliginla child. & IF your total income will be betwean $50.000 and $80,000 [$63,000 and $115,000 ¥ mamried). enter 1"  you have

twir eligible children, anter “2° If you have three or four eligible childran, or enter 3" if you have fve or more eligible children G
H Mdﬂmshﬁlﬂ.ﬂlﬁmmmm“:Trismﬂnuybeﬂhmhmmw&emmpﬂmspudainmjmrmrn.  H

. Hywﬂmmﬂuﬂmw:hnﬂjmimllmmnamwanttumdmaymudthhmdhg.mﬂm Deductions

For accuracy.
complete all
wiorksheets
that apply.

and Adjustments Worksheet on page 2.
8 If you are single, have more than one job and your combined earnings from all jobs axcesd $32,000, OR If you
are married and have a working spouse or more than one job and tha combined earnings from all jubs exceed
$35,000, see the Two-EamerTwo-Job Workshest on page 2 to avowl having too litte tax withheld,

* If neither of the above situations applies, stop here and enler the nrumber from line H on e 5 of Form W-4 below.

Form w—4

Depammant of the lreasuy
Garwca

Cut hers and ghve the certificete Lo your smployer. Keep the top part for your records.

Employee’s Withholding Allowance Certificate

OMB Mo, 1545-0010

1999

Inrsenal Reverue & For P Act and Pa Reduction Act Notice, see Z
1 Type or print your first narme and middie inidal Last nama 2 Your socisl security number
Home address fumber and sireet or rurs! route) 3 [ singie [J mament (] marrieq, bur withhold at higner Single rate.
ole: ¥ maried. but lagally sepsries Hmk:mﬂ*n.tfrd&mwm
City or town, state, and TP code 4 I your last nama differs from that on your social secumy £ard, ehack
) fhesee. You must call 1-B00-772-1213 for a naw card . O
5 Total number of allowances you are claiming {from line H above or from the worksheets on page 2 if thay apply) . 5
Additional amount, if any, you want withheld from each paycheck . 6%

T | claim exemption from withhokding for 1999, and | certify that | meet BOTH of the following conditions tor exemption:

& Last year | had a right to a refund of ALL Faderal income tax withheld because | had NO tax liability AND
® This year | expect a refund of ALL Federal income tax withheld becaise | expect to have NO tax llability,

If you meet both condrions, write "EXEMPT  here . . . . . . . . . . _
Un-:brpemliu:-.ipi.-mq.I:-ﬂrmllwm:lh:dlulmnunmuwnﬁdingmmmmtmm.wllm:mmmlmmmsm.

> |7

Employes’s signature
(Fodm is. pob valid
unless you sign i) Data :
8 Employer's name and address ([Employer: Compiete 8 and 10 only i sending to the IRS) # Offcecode | 10  Empioyer ientifcetion number
lopticnal) :

Cat. No. 102200




Form W-4 (1558 Fage 2

Deductions and Adjustments Worksheet

Note: LUse this workshest only if you plan Io demize deductions or claim adjustments (o income on your 1999 tax returm.
1 Enter en estimate of your 1999 itemized deductions. These Include qualifying home mortgage interest,
charitable contributions, stats and local taxes (but not sales taxes), medical expenses in excess of 7.5%

of your incomes, and misceflanecus deductions. (For 1999, you may have to reduce your itemized
deductions if your income is over $126.600 ($63.300 If marriad filing separstely). Get Pub. 919 for details.) 1

$7,200 if married filing jointly or qualifying widowler)
$6,350 if head of housahold R Rl T R |
$4,300 if single
$3.6800 if married fling separately
Subtract ine 2 from line 1. If line 2 3 greater than Ene 1, enter -0- . . . R
Emmmﬂﬂlimmbmelemmmﬁmmardsi.dullﬂnm ‘
Add lines 3 and 4 and entar the total | .
Enmranamnﬂeofmﬂ&&mngahcmu{sudusﬁudwhmmﬂ
Subtract line & from line 5. Enter the resull, but not less than -0- o i e &
Dmmeammmlm]’nylau]]mdamumnrmhua.nmpinyhm SR
Enter the number from Personal Allowances Worksheet, ine H, onpage 1 . |, |, .

Add hines B and 3 and enter the tolal here. IlrﬂupmmmﬂﬁTmHMﬂwﬂJubWMMﬂhﬂm
Lhis tolal on kine 1 below. Otherwise, stop here and enter this total on Form W-4. ina 5. onpage1. . . . 10

Two-Earner/Two-Job Worksheet
Mote: Use this worksheet only if the instructions for line H on page 1 direct you here.
1 Enter the numbar from line H on page 1 for from line 10 above if you used the Deductions and Adjustmants Workshest) 1

£  [Enter:

0w |~ A
(-0 - I IR
LHHHHH - L=

-

2 Find the number in Table 1 below that applias to tha LOWEST paying job and enter it here . . . 2
1 If b 1 is GREATER THAN OR EQUAL TO line 2, subtract lina 2 from lina 1. Ertll'tl'llrﬂm.lﬂ.hﬂﬂ:[i‘
zero, enter -0-) and on Form W-4, line 5, on page 1. DO NOT use the rest of this worksheet . . . . 3

Note: [fiine 1 is LESS THAN line 2. erler -0- on Form W-4, fine 5, on page 1. Complete lines 4-8 to calculate
the additional withholding amount necessary fo avoid a year end lax b,

Enter the number from line 2 of this worksheet . . . . . . . . . . 4
Enter the number from line 1 of this workshest , . . . . . . . . . 6 —
Subtract line 5 fromlined . . . . o st

Find the amount in Table 2 below that .|p|:l|1-s t.n 'I:he HH.]HEST payl'rgjnh an-:l amar [ mra =
Muliply line 7 by line 6 and enter the result hare. This 5 the additional annual withholding mmmedud 8

Divicke line B by the number of pay periods remaining in 1999, (For example, divide by 26 if you ars paid
every other week and you nurqﬂatahs!mmnﬂacﬂﬂ;eﬂwﬂ.ﬁﬂelﬂmmsulhﬂuundmF:mnw-l
line 6. page 1. mnhmmmm:mmbem&mmhpﬂmech e 38 T

Table 1: Two-Earner/Two-Job Worksheet

@ e =l B
[

5
$
3

Marriad Filing Jointly All Others
if wages from LOWEST Entar on If wages from LOWEST Eriled o If wiages from LOWEST Emer on I wages from LOWEST Enler an
paying job are— line 2 abowe  paying job ane— line 2 ahove | pEying job are— rwe 2 abeowe  pdying job Si— Ene 2 above
$0-%4000 . . . . DO 4000 - 45000 . . . @ $0 - 55,000 1] &6001 - BOOOO . . . .8
4001 TO0OD ., . . . 45001 - S4D00 . . . @ 5.001 - 11,000 ~ALET 1 80,007 -%00000 . . . .9
7,001 - 12,000 v, E4007 - 82000 ., . . 10 ool - 16008 . . 2 o000 andover . . . 10
12.001 - 18,000 . | 6200 - TOONG . . .M won -0 , , ., 3
18,001 - 24,000 RS 7000 - BRODD . . .02 .00 -25000 ., . . 4
4,001 - 24,000 . - § 85007 -00000 . . .13 25001 - 40000 . . . 5
28,001 - 35,000 R 100,001 - 110000 . . . 14 40000 -50D0 . . ., &
35,001 - 40,000 A 10001 and over . . . 15 50,001 - 65,000 + = 7
Table 2: Twu-Eamnrﬂ'wn-Jnh 'ﬂurkslmt
Married Filing Jolinthy All Others
I wages from HIGHEST Enter on if wages from HIGHEST Enter on
paying job are— line T above paying Job are— ling: 7 above
$0 - 350000 . ., . . 5400 50 - 530000, . ., . 3400
50007 -100000 . . . . 170 0001 - 0000. . . . TTO
100001 -130000 . . . . 850 60,001 - 120000, ., . 850
130,001 - 2400000 ., . . .1.000 120,001 - 250000 . . . .1.000
Mool endover . . . 1,100 250,001 and over . . - 1700

Privecy Aet srd Paparwork Reduction Act Molice. 'We ask for the information on This
form o camy oud $ha ietamsl Revinue ws of he Uinited States. The inlernal Revenue

FRCOnGs Frdalng o @ hem of hs instructions must be neisined &
hecome maenal in the sdmintstration of amy internal Revenus L.

&3 heir comients may
ax e

Cecis raquines this information under sections. JADZIENA) and 6109 and their regulstions.
Falwe W provice & propedty compieed form wil result in your being rested 85 & sngit
pereon who claims iO wathholting BlowanCes; providing irsudulent information may alsa
subjact you to penaiBes. Roifing uses of this infarmatian inchici ghing it 1o the
of Justice for civl and criminal idgation and 1o ciies, staics, and e District of

Comgmbia 07 128 in a0minisiering ter tax laws.

You are not meguired 1o provide the information raquesied on & form that is subject ko the
Faperwon. Recuction Act uniess the fm cisplays 8 vabd OMB contral number. Boois or

®

and refurn informalion sre confidential. a3 required iy Code section §103.

Thie me neetsd 10 compicte this form will vary depancing on individual croumstances.
The estimales sverage ime is: Recondiobsping 46 min., Lsaming sboul the law of the
form 10 min.. Praparing the form 1 br.. 10 min. i yois have COMMENS CONCEInG the
|::u1rrnrt|nﬂ-eulmﬂuusuﬂcmhmkhqﬂshmmph wee winild be
hapyy b hear fiom yo. Yiou can wiise o e Tax Forms Committos, Westem Area
nmcm.mmmmmmum1 00 MOT send the tax form 1o this
acdress, insiead, give i io oo omployer




